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F0000 This visit was for a Recertification and F0000 March 25, 2011Kim
State Licensure Survey. RhodesP|V|S|on of Long term
Carelndiana State Department of
Health2 North Meridian Street,
Survey dates: March 7, 8, 9, 10, 2011. Section 4-Blndianapolis, Indiana
46204-3006RE: Hickory Creek at
Facility number: 000326 Rochester  Provider NO:, o
d ber- 1554 15-5430  Annual Recertification
Provider number: 155430 SurveyDear Ms.
AIM number: 100290770 Rhodes:Attached for your review
and anticipated approval, you will
Survey Team: find the completed form
CMS-2567L Statement of
) Deficiencies and Plan of
Tim Long, RN, TC Correction for recent Annual
Julie Wagoner, RN Recertification Survey conducted
Angie Strass, RN March 7, 2011 through March 10,
2011, at Hickory Creeka t
Rochester, Rochester,
Census bed type: Indiana.Please be advised that it
is our intent to have this plan of
SNE/NF: 32 correction also serve as our
] Allegation of Compliance.
Total: 32 Compliance is effective March 31,
2011.Should you have any
Census payor type: questions regarding the attached
Plan of Correction/Allegation of
. ) Compliance, then please do not
Med¥ca.re. 4 hesitate to contact
Medicaid: 21 me.Sincerely,Laura
Other: 7 AlbrightAdministrator
Sample: 10
These deficiencies also reflect state
findings in accordance with 410 IAC 16.2
Quality review completed 3-15-11
Cathy Emswiller RN
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determined that
other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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F0225 Based on record review and interview, F0225 What corrective action will be 03/31/2011
SS=A the facility failed to report an alleged dong by th,e facility? It is the policy
- . . . of this facility to report alleged
incident of resident abuse in a timely incidents of resident abuse in a
manner for 1 of 32 residents (resident timely manner. All staff will be
#35). in-serviced on proper procedures
of reportable incidents and
o . . timeliness of reporting incidents
Findings include: to Administrator, Director of
Nursing, and the proper state
On 3/10/11 at 9:30 A.M. a review of a agency by March 31, 2011. How
resident abuse investigation report from wnll'(tjhe Ia(;:htv' 'dir:'fv o:hetr' '
. . residents having the potential to
11/10/10 1ndlce.1ted a't 3:30 PM during a be affected by the same practice
care plan meeting with resident #30 an and what corrective action will be
allegation was made by the resident's taken? No residents were
family of how her roommate (#35) was ifr:ec'izd by trtnstdeflmgnt .practlcell.l
. . e Administrator or designee wi
handlesi by a third s%nft CNA. report all incidents, accidents,
Immediately following the Care Plan and other unusual occurrences to
meeting the Social Service Director the proper state agencies within
reported the concern to the Administrator 24 hours with an initial report and
dthei ticati tarted a final report within five
an e. 1nve.:s 1gation Pr-ocess was starte days. What measures will be put
as outlined in the facility protocol. into place to ensure this practice
does not recur? Alog will be
The third shift CNA was not scheduled for clrleated:ybtlhg Aqdmlntlsttrattor fir
all reportable incidents to trac
Wo?k on 11/10/11 0.r i 1/1_1 and was timeliness of reporting an incident
nOtlﬁed Of SuSpenSIOH pel’ldmg and ensuring all proper
investigation on 11/11/11 by telephone investigation procedures are
and removed from the schedule until the followed. Al incidents occurring
. tioati leted in the facility will be reported to
investigation was completed. the Administrator or designee to
determine if it is a reportable
The investigation was completed with incident to ensure timeliness of
interviews with both residents involved reportmg;o the ::IJroper sttate
. . . ncy. i rrecti tion
(#30, #35), interviews with all alert and agency. TIoW Wil COTSCiive 8co
- ] ) ; be monitored to ensure the
oriented residents and staff interviewed deficient practice does not recur
and statements written. A mandatory and what QA will be put into
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y4QW11 Facility ID: 000326 If continuation sheet Page 2 of 15
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inservice was conducted with all staff on place? The Administrator will
policies and procedures related to abuse. bring the reportable incident log
to the monthly QA meeting for
review and recommendations for
On 11/17/11 after the investigation was process improvement. Any
completed, the 3rd shift CNA was recommendations made by the
terminated. committee \{vill b.e follgwgd .up by
the appropriate interdisciplinary
team member, and the results of
An interview with the facility Nurse those recommendations will be
Consultant on 3/15/11 at 2:35 P.M. reported back to the QA
indicated the initial report was not sent to Committee atits next sghedu!ed
the Indiana State Department of Health glg?t_l: 19 - Date of Compliance:
within 24 hours. The Nurse Consultant
indicated the follow-up report was sent to
the Indiana State Department of Health on
11/12/11.
Review of the facility's policy and
procedure titled, "Resident Mistreatment,
Neglect, Abuse & Misappropriation of
Property." included: "residents will be
free from mistreatment, neglect, abuse,
misappropriation of resident funds and
property, verbal, mental, sexual or
physical abuse, corporal punishment, or
involuntary seclusion."; "Physical abuse:
includes hitting, slapping, pinching and
kicking. It also includes controlling
behavior through corporal punishment.";
"Training: Employees, whether direct
care, contract staff, ancillary departments,
volunteers, or consultants, receive
instruction/training on neglect, abuse,
misappropriation of resident belongings,
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y4QW11 Facility ID: 000326 If continuation sheet Page 3 of 15
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and the reporting requirements during
orientation and periodically during
ongoing inservice education.";
"Investigation: All reported incidents of
alleged violations involving mistreatment,
neglect or abuse, including injuries of
unknown source and misappropriation of
resident property are reported to the
Administrator immediately, investigated
and reported per state and federal law
(typically within 24 hours of
witness/identification). The facility has a
designated employee/supervisor on each
shift/tour of duty responsible for the
initial reporting and investigation of
allegations of mistreatment, neglect,
abuse, misappropriation of resident funds
and property, verbal, mental, sexual or
physical abuse, corporal punishment, or
involuntary seclusion, injuries of
unknown or unwitnessed etiology or
significant injuries. This designated
employee with communicate all
investigation information to the
administrator, who will determine further
action. All allegations will be thoroughly
investigated and measures will be taken to
prevent further potential abuse while the
investigation is in process."

3.1-28(c)
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F0279 Based on record review and interviews, F0279 What corrective action will be 03/31/2011
SS=D the facility failed to develop a care plan done? ltis the policy of this facility
. to develop comprehensive care
regarding pacemaker care for 1 of 10 plans for each resident that
residents reviewed for care plans in a includes measureable objectives
sample of 10. (Resident #8) and timetables to meet a resident’
s medical, nursing, and mental
ndine includes: and psychosocial needs that are
Finding includes: identified in the comprehensive
assessment. A care plan for
The clinical record for Resident #8 was resident #8 was written on March
reviewed on 03/09/11 at 1:35 P.M. S, 2°1Tt’hfegard'”9 pgce’g?ketf
. . o care with measureable objectives
Resident #8 W?.S ad.m1tted' to .the fa?lllty and goals. The doctor and family
on 03/22/10 with diagnosis, including but were notified and an appointment
not limited to history of seizures, was set up with the cardiologist to
traumatic brain injury due to a cerebral determine necessary pacg.maker
boli d statu K checks. How will the facility
.em o.1sm, and status post pacemaker identify other residents having the
msertion. potential to be affected by the
same practice and what
The most recent health care plans for corrective action will be taken?
Resident #8. dated ¢ £ _An initial audit was performed by
esiden » da 6_3 %s current as o the MDS Coordinator for all
January 4, 2011 indicated there was no residents residing in facility that
plan to address the resident's pacemaker. have pacemakers to ensure a
care plan is in place with
measureable objectives and
On 03/10/1.1,. 2'1 health care plan was goals. The MDS Coordinator or
presented, initiated on 03/09/11 for the Designee will check all new
use of the pacemaker. Interview on admissions upon admit to see if
03/10/11 at 10:45 A.M. with the resident has a pacemaker and if
.. so a care plan will be
er.nmum Data Set (MDS) nurse #5, initiated. What measures will be
indicated she was not aware of the put into place to ensure this
resident's pacemaker until 03/09/11. She practice does not recur?
indicated she was going to check with the _Residents with pacemakers will
resident's primary care physician have information put on the
i p Ty p y , treatment sheet to indicate
regarding who was the resident's practices of care and checks. A
cardiologist . care plan will be initiated upon
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y4QW11 Facility ID: 000326 If continuation sheet Page 5 of 15
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A note from a heart center was located in
the resident's record, dated 01/05/11,
reminding the resident of the need for a
telephone check of her pacemaker,
scheduled for April 11, 2011.

Interview with LPN #6, on 03/10/10 at
1:35 P.M. indicated she had checked with
the resident's primary care physician and
the resident should have received
telephone pacemaker checks every three
months routinely but there was no need
for an appointment with the cardiologist
that frequently unless there were
problems.

Interview with the Corporate Nurse
Consultant, RN #7, on 03/10/10 at 2:50
P.M. indicated there was no
documentation the resident had received
her routine pacemaker checks and no
previous care plan documentation related
to the resident's pacemaker had been
located.

3.1-35(a)

admission and updated as
necessary to ensure proper
objectives and goals will be met.
A care plan audit will be
performed one time per week for
four weeks, then one time per
month for six months on all
residents with pacemakers and
issues and concerns will be
brought to the monthly QA
committee for proper follow up.
Staff will be in-serviced on March
29, 2011 regarding care plans
and ensuring proper care for
resident needs are met. How will
the corrective action be monitored

to ensure the deficient practice
does not recur and what QA will
be put into place? A care plan
audit will be performed one time
per week for four weeks, then
one time per month for six
months on all residents with
pacemakers and issues and
concerns will be brought to the
monthly QA committee for proper
follow up. Date of Compliance:
March 31, 2011
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SS=D interview the facility failed to ensure 1
resident (#6) of 6 residents reviewed, was
positioned in bed according to physical
therapy recommendations.

Finding includes:

Review of the clinical record for resident
(#6) on 3/9/11 at 10:30 a.m. indicated the
resident was admitted to the facility on
4/24/08 with diagnoses including but not
limited to Vascular Dementia,
Hypertension and Osteoporosis.

Review of a quarterly minimum data set
dated 2/24/11 indicated the resident
required extensive assistance for activities
of daily living. Review of a physical
therapy note dated 1/25/11 indicated the
resident was to be in bed on her back or
right side with a contour pillow between
her legs and her left arm on a pillow as
the resident had lymphedema of her left
arm/hand.

Observation of the resident on 3/9/11 at
2:10 p.m. indicated the resident was in
bed on her left side with a pillow under
her left leg and a pillow under her left
arm.

Observation of the resident on 3/10/11 at

It is the policy of this facility that
each resident receive and the facility
must provide the necessary care and
services to attain or maintain the
highest practicable physical, mental,
and psychosocial well being, in
accordance with the comprehensive
assessment and plan of care.

Resident #6 per minimum data set
dated February 24, 2011 requires
extensive assist for activities of daily
living and per therapy
recommendations resident is to be
positioned on back or right side with
contour pillow between legs and left
arm to be elevated on pillow.
Assignment sheets were updated with
information to educate staff on
resident needs. A care plan will be
initiated to show objective goals and
needs of resident.

How will the facility identify other
residents having the potential to be
affected by the same practice and
what corrective action will be taken?

No other residents were affected by
this practice.

DON or designee will do daily
rounds to ensure resident is placed in
proper position with proper
equipment. DON or designee will
update assignment sheet with
accurate information regarding
resident needs and educate staff of
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F0309 Based on record review, observation and F0309 What corrective action will done? 03/31/2011
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1:45 p.m. indicated the resident was in
bed on her left side with a contour pillow
between her legs. At 1:55 p.m. interview
with certified nursing assistant #1
indicated the resident was to be on her
right side. Further interview indicated she
did not know who had put the resident in
bed, and when queried how staff would
know how to position the resident she
indicated it should be on the cna (certified
nursing assistant) assignment sheet.
Review of the assignment sheet indicated
there were no instructions related to how
the resident was to be placed in bed.

3.1-37(a)

necessary changes. A turn schedule
will be created for staff to be aware
of resident needs. Staff will be in
serviced on March 29, 2011
regarding assignment sheets and
notifying of changes to residents
needs.

What measures will be put into place
to ensure this practice does not
recur?

DON or designee will do daily
rounds to ensure resident is placed in
proper position with proper
equipment. Any resident that is to
have proper position or assistance
with bed mobility will be placed on
the assignment sheet and a care plan
initiated. A turn schedule will be
created for staff to be aware of each
resident’s needs.

How will the corrective action be

monitored to ensure the deficient
practice does not recur and what QA
will be put into place?

DON or designee will do daily
rounds to ensure residents that need
assistance with bed mobility will be
performed for one month then
weekly for one month, then
periodically ongoing. Issues and
concerns will be forwarded to the QA
committee for proper follow up and
disciplinary action as necessary.

Compliance Date: March 31, 2011
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SS=A review of facility documents, the facility
failed to ensure 1 of 2 freezers maintained
a temperature of zero degrees or below.

Finding includes:

Observation of the kitchen on 3/7/11 at
10:10 a.m. indicated a freezer had a
temperature of 10 degrees. Interview with
the dietary manager indicate the freezer
never gets below 9 or 10 degrees.

On 3/11/11 at 10:40 a.m. observation of
the freezer indicated a temperature of 10
degrees.

Review of the freezer temperature logs for
December 2010 through March 7, 2011
indicated the temperature of the freezer
was never below 10 degrees except for
February 28, 2011 at which time the
temperature was recorded at 8 degrees.

3.1-21(3i)(1)

by the facility?

It is the policy of this facility to
procure, store, prepare, and serve
food in a sanitary manner.

A capital requisition was processed
and approved on March 10, 2011 for
the purchase of a new freezer.

A new freezer was ordered on March
10, 2011 and received and installed
on March 15, 2011.

How will the facility identify other
residents having the potential to be
affected by the same practice and
what corrective action will be taken?

No residents were adversely affected
by this deficient practice. The
dietary manager will continue to
monitor and document freezer
temperatures to ensure they are
within proper range. Any
temperatures that are documented out
of range will be reported to the
maintenance director for further
attention.

What measures will be put into place

to ensure this practice does not

recur?

Continued monitoring of freezer
temperatures will be documented on
a daily basis. If the temperature is
not within proper range the
maintenance director will be notified
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F0371 Based on observation, interview and F0371 What corrective action will be done 03/31/2011
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for further attention. Dietary Staff
will be in-serviced about recording
temperatures by March 31, 2011 and
reporting unusual readings to the
maintenance director.

How will corrective action be
monitored to ensure the deficient
practice does not recur and what QA
will b e put into place?

The dietary manager will bring the
temperature logs to the monthly QA
meeting for review and
recommendations for process
improvement. Any
recommendations made by the
committee will be followed up by the
appropriate interdisciplinary team
member, and the results of those
recommendations will be reported
back to the QA committee at its next
scheduled meeting.

Date of Compliance: 3-31-11
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F0465 Based on observation, record review, and F0465 What corrective action will be 05/31/2011
SS=B interviews, the facility failed to maintain fjone by th? faC|.I|-tv. Itis the
1 . . intent of this facility to ensure that
the closet area in 12 of 18 resident rooms. all residents, public, and staff be
(Room #2,4,5,6,7,8,11, 12, 13, 14, 16, provided a safe, functional,
and 17) sanitary, and comfortable
environment. A plan for room
indi include: renovations was created on
Findings include: March 10, 2011 and presented to
surveyors outlining that rooms will
During the Environmental tour of the be repaired and residents will be
facility, conducted on 03/09/11 between Pr°Yt'ded a Sdafe’ f‘;"ﬁ"‘;?a"
) ] . sanitary, and comfortable
10:00 AM - 1S AM, a.ccompanled environment with in three to five
by the Maintenance Supervisor and the months. Room #2, 4, 5, 6, 7, 8,
Administrator, and on a subsequent room 11,12, 13, 14, 16, and 17 will
to room tour of the building, conducted on Ir']atved th_le_.lneceilsary r(;paws as
isted. Tile on floor where
03/10/11 b.etween 12:45P.M. - 1:15P.M., wardrobe is placed in will be
the following was noted: replaced with new tile as
Room 2, which housed two residents, had necessary. The wood trim
missing woodwork with exposed nails around the wardrobes will be
d splintered dab th | replaced as needed. The gap
and sphntered wood above .e new‘y between the wardrobe and the
purchased wardrobes. Interview with the top of the wood trim will be
Maintenance Supervisor indicated the finished. How will the facility
previous build in wardrobes/closets had identify other residents having the
b dand furnitu potential to be affected by the
cen removed and new furniture same practice and what
purchased. The new wardrobes were corrective action will be taken?
smaller than the previous closet opening _No residents were adversely
so there was also an approximately 4 inch affected by the deficient
practice. All exposed nails and
gap between the top of the new wardrobes , .
o ) wood splinters will be removed.
and the exiting wall. The Maintenance The maintenance director or
Supervisor indicated the rooms were to designee will monitor resident
completely remodeled with new dry wall, rooms on a monthly basis per the
. . . . maintenance resident room check
paint, and flooring. Interview with the )
i o list to ensure that no exposed
Administrator indicated there was no nails or wood splinters are
really a proposed, definite timeline for the present during the renovation
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y4QW11 Facility ID: 000326 If continuation sheet Page 11 of 15
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remodeling plans, but the funds had been process. What measures will be
secured to complete the project. put into place to ensure this
P Pro] practice does not recur? The
maintenance director or designee
Room 4, which housed 2 residents, had will monitor resident rooms on a
missing and/or broken floor tiles exposed monthly basis per the
about an inch in front of the new maintenance resident room check
drob ‘s, Th ] 4 list to ensure that no exposed
wardrobe units. There was alsoa 4 -5 nails or wood splinters are
inch gap between the top of the wardrobe present during the renovation
units and the existing wall. process. Any issues or concerns
found will be fixed immediately.
. . How will the corrective action be
RO(_)m S Whl(fh hOl.;lS-Cd 2 residents, had monitored to ensure the deficient
missing floor tiles visible between the practice does not recur and what
existing wall and to the sides of the new QA will be put into place? The
wardrobe units on each side. There was maintenance director or designee
1 4-5inch b h £ will continue to monitor resident
alsoat - o INch gap etween.t ¢ top o rooms on a monthly basis per the
the wardrobe units and the existing wall. resident room check list and
report to the QA committee any
Room 6, which housed 2 residents, had :(sTlues or concerns for further
. . . ollow up as
6 - 12 inch gaps between each s1d§ and in necessary.Compliance Date:
between the two new wardrobe unit. May 31, 2011
There were two ill fitting pieces of
drywall wedged on the outsides of each
wardrobe. There was cracked and/or
missing floor tile visible between the
wardrobe units. There was missing
woodwork above the units with exposed
dry wall and nails and cement block.
There was a rolled up air mattress being
stored in between the storage units on the
unfinished floor. One of the residents in
the room indicated it had been like that
every since she had lived in the room and
she hoped they were going to fix it soon.
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Room 7, which housed 3 residents, had
an approximately 8 inch gap between two
of the three wardrobe units. There was
cracked and/or missing floor tile exposed
in the gaps. There was also a 4 - 5 inch
gap between the tops of the wardrobe
units and the existing wall. There were
dusty, black pipes exposed, and splintered
wood noted. There was also a piece of
cove base missing from the corner
between the wardrobes and the sink.

Room 8, which housed 2 residents had
an approximately 2 inch section of
missing floor tile in front of 1 of the 2
wardrobe units. There was also a 4 inch
gap above 1 of the wardrobe units and the
existing wall. The second wardrobe unit
did not fit into the existing gap where the
previous closets had been, so it was sitting
cockeyed and jutted out into the room.

Room 11, which housed 3 residents, had
three wardrobe units sitting side by side.
There was a 2 inch gap on each outside
wardrobe unit between the unit and the
existing wall. There was cracked and/or
missing floor tile exposed in the gaps.

Room 12, which housed 2 residents, had
two wardrobes with a 6 inch gap in
between the two wardrobes. There was
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missing and/or cracked floor tiles exposed
in the gap. The residents had utilized the
6 inch space for storage of personal items.
There was also a 4 inch gap above the
wardrobe units between the units and the
existing wall.

Room 13, which housed 2 residents, had
two wardrobe units sitting side by side
with 1 1/2 inch and 2 inch gaps between
the outside of the units and the wall
opening. There was cracked and/or
missing floor tiles exposed on each side in
the gaps.

Room 14, which housed 2 residents, had
a 4 inch gap between the two wardrobe
units. The exposed floor between the
units had broken and/or missing tile.

Room 16, which housed 2 residents, had
a 6 inch gap between the two wardrobe
units. The floor tile in between the
wardrobe units was cracked.

Room 17, which housed 2 residents, had
a 5 inch gap between the two wardrobe
units. There was no floor tile present
between the units. There was alsoa 4 -5
inch gap above the wardrobe units
between the units and the existing wall
opening.
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Review of a facility plan for room
renovations, provided by the administrator
on 03/10/11 at 11:35 A.M. indicated the
old closet units had been removed and
new furniture placed in the room in
August 2010. The plan indicated the
wood trim around the new wardrobes, the
gaps between the wall openings and the
tops and side of the new wardrobes, and
the floor tile underneath the wardrobes
would all be replaced in 3 - 5 months.
Interview with the Corporate
Administrator, on 03/10/11 at 10:30 A.M.
indicated the Maintenance Supervisor and
other maintenance staff from other
buildings would be completing the
remodeling. He indicated the total room
remodeling, including changing the
ceiling, new drywall, and finishing the
closet area would take a year to complete.

3.1-19(f)
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